In Reply: We disagree with the notion that a standard recording system for in-flight medical emergencies would be redundant. There is currently no standardized recording or review of in-flight medical emergencies. A recording of each incident in a standardized format in a national (or international) database would be a significant improvement from the current system in which there is neither mandatory reporting nor sharing of information. With a central database of incidents recorded and described in a standard format, it will be possible to learn from the aggregate of these episodes.
We believe that all emergency medical kits should contain the same supplies and medicines regardless of flight duration. In-flight medical emergencies occur wherever people are flying and on flights of any duration. Any difficulties with jurisdiction around medications could be overcome with appropriate legislation, similar to what has been provided for Good Samaritan laws. We agree with the author's suggestion that the medical kit be clearly labeled.
Standardized training for flight attendants is critical, but we are not asking flight attendants to also be trained medical professionals. Rather, each flight attendant must clearly understand his or her role during in-flight medical emergencies. Attendants must know basic cardiopulmonary resuscitation, be knowledgeable about the contents of the emergency medical kit, and be trained to provide support to bystander responders. 
RESEARCH LETTER
Body Adiposity Index, Body Mass Index, and Body Fat in White and Black Adults To the Editor: Body mass index (BMI) is widely used as a proxy for body fat and has been shown to correlate with other measures of adiposity. 1 However, its use is limited by differences in body fatness for a given BMI across age, sex, and race. 2, 3 To address this limitation, Bergman et al 4 developed the body adiposity index (BAI) in samples of Mexican-American and black individuals. However, no sex-specific information was provided, and it is unknown how well BAI performs in white individuals. We investigated the sex-specific relationship between both BMI and BAI and body fat in white and black adults. Methods. The participants were mainly healthy volunteers recruited from the greater Baton Rouge area for metabolic studies from 1992 to 2011. 5 This analysis included only adults with dual-energy x-ray absorptiometry measures. Because a focus of the study was to understand racial differences, race was self-identified. The study was approved by the institutional review board of the Pennington Biomedical Research Center, and participants provided written informed consent.
Height and weight were measured using a stadiometer and digital scale, respectively. Hip circumference was measured at the level of the trochanters. The BMI was calculated as weight in kilograms divided by height in meters squared, and BAI was calculated as hip circumference in centimeters divided by height in meters to the 1.5 power minus 18. Fat mass and percentage of body fat were measured using a Hologic QDR4500 (n = 1549, 2001-2011) or QDR2000 scanner (n = 2302, 1992-2006); QDR2000 data were converted to QDR4500 output (Hologic, Bedford, Massachusetts). 5 Pearson correlations were computed among BAI, BMI, fat percentage, and fat mass within each sex-by-race group. A linear regression model was used to assess the LETTERS relationship between fat percentage and BAI (or BMI), age, sex, and race. Interaction terms were entered into the model for sex ϫ BAI (or BMI) and race ϫ BAI (or BMI). Body adiposity index and BMI were standardized to zero mean and unit variance prior to analysis using SAS version 9.2 (SAS Institute, Cary, North Carolina). Level of significance was P Ͻ .05, and statistical tests were 2-sided.
Results. The sample included 1462 white women, 812 black women, 1262 white men, and 315 black men. The mean (SD) age, BMI, and fat percentage of the sample were 41.0 (13.4) years (range 18-69 years), 29.4 (6.1) (range, 17.2-57.7), and 32.0% (9.7%) (range, 7.8%-55.9%), respectively. The correlations with fat percentage across the 4 sex-by-race groups ranged from 0.75 to 0.82 for BAI and 0.80 to 0.83 for BMI, and the correlations with fat mass ranged from 0.77 to 0.86 for BAI and 0.90 to 0.96 for BMI (TABLE) .
The regression model that included BAI explained 81.9% of the variance in fat percentage. The corresponding model for BMI explained 84.1%. Women had 5.2% and 12.2% more fat percentage than men (P Ͻ.001) at the mean BAI and BMI, respectively, while white individuals had 0.7% and 1.6% more fat percentage than black individuals (PϽ .001) at the mean BAI and BMI, respectively. The race interaction term was not significant for BAI (P=.19), but it was for BMI (P Ͻ.001); however, both sex interaction terms were significant, indicating that the associations between BAI and BMI with fat percentage differed by sex and by race for BMI (FIGURE) .
Comment. Body mass index and BAI perform similarly in predicting body fat. In each sex-by-race group, the correlations with fat percentage and fat mass were similar for BMI and BAI. Moreover, the regression models including BAI or BMI explained a similar percentage of the variance in fat percentage. The sex and race differences in the relationship between both BAI and BMI with fat percentage make interpreting these measures in different population groups difficult. Our results are based on a sample of volunteers enrolled in clinical studies, and the representativeness of the results is not known. Neither BMI nor BAImeasure obesity complications directly, and further 
